UTAH DEPARTMENT OF HEALTH, PRIOR AUTHORIZATION REQUEST FORM
GROWTH HORMONE ADULT-AIDS

Patient name: Medicaid or SS#
Physician Name: Contact person:

Phonet: Ext and options Fax#
Pharmacy Pharmacy Phone#:
Diagnosis

All information to be legible, complete and correct or form will be returned

FAX REQUIRED DOCUMENTATION FROM PROGRESS NOTES
CRITERIA:

> Adult age 19 and over

> Adult onset - AIDS Wasting indication only.

> Body Mass Index is less than 20, BMI = wt times 704 divided by height squared (in inches)

> Patient must be taking antiretroviral medications

> Initial weight ~ Initial Height | Weight after 60 day trial

> Rule outa ause é)f I}IVa hstoll%st? &gc%ucgf%w(?ggﬂg%a Mo € é)sportumstlc infections, diarrhea, inadequate
> grl;" Wnaetélﬁ Rule out hypotestosterone levels since hypogonadism is common among HIV infected

© FRHSIUBSHRS A (R AR ol Rl Duiate sk figr pationts receiving enteralor

i >
> g’ataeeg}:smust qot ha¥e Iilolrlln(g \;:{/tg% org usspected systemic infection or persistent fever > 101 F during the

> %at‘gisgg muﬁt nIQt hgve any signs or symptoms of gastrointestinal malabsorption or blockage unless on

> Patient must not have active malignancy, except for Kaposi’s Sarcoma (KS).

AUTHORIZATION:
Initial trial 60 days.

RE-AUTHORIZATION:

Fax copy of current pr%scrlptlon and history and p a/s1cal owmg weight am durn%% trial period. With
It;propnate progress 1patlent may recelve an additional four weekso era he patient continues to
ow progress, additiona prior authorizations are granted i in six week perlo S only to a maximum of twelve
weeks per any six month episode.
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